Introduction
There has been very little research into pregnancies which occur in the context of prostitution. However, a lot of information is available on factors and conditions which, taken individually or together, can have an unfavorable impact on the course of pregnancy and its outcome. Many of these factors are also typically found, to a greater or lesser degree, in the context of sexual services. They include, among other things, psychosocial stress and exposure to violence. The discussion around the Prostitute Protection Act (ProstSchG) in Germany [1] has focused attention on pregnancies and prostitution. What do we know, nationally or internationally, about pregnancies which occur in the context of prostitution? This study aimed to consider this question from a gynecological and socio-medical perspective with a special focus on the risks for the pregnancy and on the statutory protection offered to pregnant women. The goal was to identify key principles which could promote the health of the mother and the child. This was all the more necessary in view of the fact that pregnancies which occur in the context of prostitution are not rare: in the study by Feldblum et al., 250 of 935 prostitutes became pregnant during the observation period of 18 months; in 51 % of cases, the pregnancy was continued to delivery [2] . Duff et al. reported that, because of their work as prostitutes, the average lifetime prevalence for pregnancies was 4 per woman for drug-addicted prostitutes. 45 % of the women they studied had had at least one miscarriage [3] . It is assumed that the number of unreported cases is much higher [4, 5] . This study on womenʼs health looked at the many different health risks associated with prostitution during pregnancy to which both the mother and the unborn child may be exposed because of the maternal environment. The question was whether it would be possible to quantify the specific risks for pregnancy arising from the increased risk of infection with HIV, HCV, HPV or bacterial infections, resulting from drug abuse or violent sexual intercourse. The study also wanted to answer the question whether there was any data on the possible correlation between frequent sexual intercourse in the context of prostitution and preterm birth and whether any studies had differentiated their findings according to the week of gestation.
Material and Methods
In order to present the current state of research on pregnancies and pregnancy outcomes in the setting of sexual services, a selective literature search was done in PubMed and Livivo/Medpilot (date of access: 12. 05. 2016; ▶ Table 1 ). A further search was done, primarily in the MEDLINE database of the NIH (PubMed), the Cochrane Databases and the databases DARE (the Database of Abstracts of Reviews of Effectiveness/abstracts of quality assessed systematic reviews), NHSEED (NHS Economic Evaluation Database/economic evaluations of health care interventions) and HTA (Health Technology Assessment database/publications and projects by INAHTA and other HTA organizations), into the factors influencing preterm birth, which was defined as an unfavorable pregnancy outcome strongly associated with neonatal morbidity. Using previously identified studies, the search was then expanded manually using Google and the websites of specialist journals, etc. An internet-based search was also carried out into legal regulations on sexual services. Another search was done into the legal and statutory regulations and provisions for maternity protection and social security benefits during pregnancy. The term "pregnancy risks" included all risks associated with the motherʼs medi-▶ Table 1 The search for data on pregnancies and pregnancy outcomes in the context of sexual services.
Search term
Hits Applicable studies premature delivery AND prostitution 6 5
rough intercourse AND premature delivery 0 0 rape AND premature delivery 3 1 sexual violence AND premature delivery 21 5 cal history and all atypical findings recorded in the maternal health passport based on the specifications of the German Maternity Guidelines (guidelines on the medical care which should be offered during pregnancy and after delivery) of the Federal Joint Commission.
Results
Sexual services and the associated threat to pregnancy
The single-digit figure obtained in our search for scientific publications on the potential risks to pregnancy occurring in the context of providing sexual services point to the previous neglect of this topic in international research. There are no international studies investigating the impact of an adult woman providing sexual services while pregnant on the course and outcome of the pregnancy or the impact on the mother and child. Scientific research on this topic is urgently needed.
In Germany the prostitution of women under the age of 18 is illegal.
There are only a few studies, all of them from outside Germany, on girls under the age of 18 who are illegally groomed into offering sexual services, for example the study by Deisher et al. from the USA (1991, ▶ Table 2 ). These studies describe an accumulation of risks which include lack of medical care, nutrition and social inclusion; violence; alcohol abuse; drug consumption; prescription drug abuse; and recurrent sexually transmitted diseases. The authors reported increased rates of preterm delivery (22 %), low birth-weight newborns (24 %) and neonates with low Apgar scores ≤ 7 (35 %) for these young high-risk pregnant women.
A similar accumulation of risks, each one of which represents a significant threat to the pregnancy, must also be assumed for prostitutes of legal age. But systematic studies on pregnancy risks and their impact on adult prostitutes are lacking.
The only means of estimating the potential threat is to look at different factors and conditions which are known to have a negative impact on pregnancy. Conditions which commonly occur in the context of providing sexual services and their impact are discussed below, although the data does not only pertain to women who work as prostitutes.
Lack of medical care and social inclusion
Perinatal data have shown that under-utilization of prenatal care not only increases the rate of preterm births (delivery prior to the end of the 37th week of gestation), it also increases neonatal morbidity and the rate of obstetrical complications (severe bleeding, hysterectomy post partum). Pregnant women suffering under (psycho)social stress are less likely to avail themselves of prenatal care services. Perinatal data collected in the German federal state of Baden-Württemberg showed that the pregnancy risk referred to as "additional social burdens", a risk which is entered into the pregnant womanʼs maternal health records, increases the relative risk of foregoing prenatal care (number of prenatal care appointments attended 0-1) to 11.69 (95 % confidence interval [95 % CI]: 8.77-15.58); the relative risk (RR) associated with the womanʼs status as a foreigner (unmarried) has been calculated as RR: 5.12 (95 % CI: 3.11-8.46) [6] .
Unfavorable socio-economic conditions such as low level of education (OR: 1.75; 95 % CI: 1.65-1.86), status as a single mother (OR: 1.61; 95 % CI: 1.26-2.07) and young age (< 18 years old, OR: 1.70; 95 % CI: 1.02-3.08) increase the risk of preterm delivery [7] . Even uncertainty about oneʼs socio-economic position can be associated with insufficient intrauterine fetal development [8] . When the legal status regarding the right of residence of a pregnant woman offering sexual services is unclear, this existential insecurity can have a negative impact on her mental health, in addition to the already existing high rate of mental health problems (e.g. depression) found among women prostitutes [9] . (Psycho-) social factors affect the course of pregnancy, have an impact on birth complications and also influence the rate of cesarean sections [10] . Anxiety must be rated as a key factor [11] [12] [13] . According to the case-control study by Zhao and Chen, the number of women who had a cesarean section and suffered from depression was twice as high as the rate of women suffering from depression who had a vaginal delivery (36.8 vs. 18.07 %; p < 0.005). Adverse socio-economic conditions were also found to be more common in the first cohort of women (e.g., risk of poverty: 13.3 vs. 3.4 %; p < 0.005). In women suffering from an anxiety disorder the calculated OR for cesarean section was 34.8 [13] . Maternal anxiety and stress during pregnancy have a long-term effect on the child, which extends far into the childʼs later life and affects the childʼs cognitive development (cf. [14] [15] [16] ).
Violence, fear, stress
Violence against a pregnant woman may be direct, taking the form of mechanical impact, and indirect, in the form of triggering stress and physical reactions to stress, and both may constitute a threat to the pregnancy (cf. [17, 18] ). According to Neggers et al., the OR after experiencing a physical assault is 1.6 for preterm birth and 1.8 for low birth weight [17] . Activity-related stress can negatively affect the pregnancy in many ways; the risk for preterm delivery and low birth weight is increased for women experiencing excessive physical and psychological strains in the context of work [19] . Sexual and physical violencewhich women who offer sexual services may be subjected to in varying degrees and forms [20, 21] , also in Germany [22] increases the risk of preterm delivery. Here again, pregnancy studies which explicitly looked at prostitution are lacking. But there are studies of women who were subjected to violence (e.g. by their partner) during pregnancy, which, even though the studies were undertaken in a number of different countries, all found similarly high risks (▶ Table 2 ). If women suffer both emotional and physical violence during pregnancy, they have a 4.7 times higher risk of preterm delivery (Sanchez et al. 2013 , ▶ Table 2 ). There are also studies which have shown the risk of suffering a miscarriage (loss of the pregnancy in the first 24 weeks of gestation) and the incidence of high-risk pregnancies. Studies from several different countries (▶ Table 2 ) have shown that the probability of suffering a miscarriage increases when the pregnant woman suffers sexual violence, although the studies looked at different manifestations and conditions. The situation of prostitutes was not studied separately. Satin et al. (1992) calculated that the prevalence of pregnancy complications requiring ▶ Table 2 Violence and pregnancy outcome. The table provides an overview of the increased risk of an unfavorable pregnancy course and outcome created by (sexual/physical) intimate partner violence against their pregnant partners, expressed as an odds ratio, and of the relative risk based on studies carried out in different countries. Premature delivery: delivery before the end of the completed 37th week of pregnancy; miscarriage: before the completed 24th week of pregnancy. Table 2 ). ▶ Fig. 1 illustrates the accumulation of risks occurring through the interaction between exposure to violence and other potential risk factors. It is postulated that all three forms of violence are found in the setting of prostitution.
Source

Alcohol abuse, tobacco and drug consumption, risk of infection
Drug use and its consequences do not just endanger the mother and the fetus in utero through the transplacental exposure to drugs, the harm to the child also continues post partum in dysfunctional mother-child interactions and postnatal adjustment and maturation processes. It is well-known that the extent of this negative impact differs depending on the type of drug consumed by the mother (cf. [23] ). Fetal alcohol syndrome due to maternal alcohol consumption during pregnancy is well documented. Maternal smoking and even maternal exposure to tobacco smoke can harm the unborn child [24] . The risk of preterm delivery is increased for women who smoke (OR: 1.7; 95 % CI: 1.3-2.2) [25] ; drug, alcohol and tobacco consumption are often associated with poor and insufficient nutrition, creating an additional strain. Drug abuse is very common in the setting of prostitution: the prevalence of alcohol abuse among Belgian prostitutes was reported to be 88.4 %. During the survey, 18-20 % reported that they had consumed cannabis, cocaine or benzodiazepines in the past few weeks [26] .
Persons working as prostitutes have a high risk of infection for all sexually transmitted diseases (hepatitis B: 8.5 %; HIV: 0.2 %; syphilis: 1.8 %; gonorrhea: 1.8 %; chlamydia: 4.6 %) [27] . The association between ascending infections of the vagina and preterm delivery is well documented [28, 29] . An untreated HIV infection represents a particular risk during pregnancy and for the neonate. Local co-infections such as trichomoniasis, chlamydia infections and bacterial vaginosis are correlated with an increased risk of HIV transmission [30] . Prostitution and pregnancy in the context of social security laws
Direct impact
Indirect impact
The Prostitution Act
The Prostitution Act was passed in Germany in 2002. Before the passing of the Act, prostitution in Germany was considered to be violating social mores [31] . With the passing of the Act, Germany became one of the countries which permit a legalized regulated prostitution based on a concept of decriminalizing prostitutes [32] [33] [34] . How the Act itself is implemented across Germany differs from federal state to federal state [35] .
Statutory regulations for the legal protection of working mothers
Statutory maternity rights aim to protect the (expectant) mother and fetus from hazards, excessive demands and damage to their health in the workplace, and to protect the mother from financial losses and the loss of her job during pregnancy and for a certain period of time after giving birth [36] . In Germany, the Maternity Protection Act (MuSchG) [37] applies to all (expectant) mothers in regular contractual employment who pay compulsory health insurance; it also covers women working only limited hours and women in vocational training. In addition to a general period of protection, the Maternity Protection Act imposes certain employment bans (for example, heavy physical labor which could endanger the motherʼs health) as well as specific individual bans on employment, depending on the hazards inherent in the specific employment which must be documented in a medical certificate. A number of maternity benefits are available to protect non-working pregnant women in this period from suffering financial hardship; these include statutory maternity pay, the employerʼs contribution to the maternity pay during the period of maternity leave, and compensation for employment bans outside the period of statutory maternity leave (also known as maternity protection pay). The Ordinance for the Protection of Mothers in the Workplace (MuSchArbV) includes additional regulations which aim to safeguard the health of expectant mothers and protect them from hazards, overwork and exposure to hazardous materials in the workplace [38] . In case of doubt, the respective supervisory authority* is responsible for deciding whether the specific workplace and the specific working conditions present a risk for mother and child. There are a number of additional protective regulations which have been enshrined in other statutes, including Book V of the Code of Social Insurance Code (SGB V), the Workplace Ordinance (ArbStättV), and the Hazardous Substances Ordinance (GefStoffV), and various regulations have been passed by different German federal states.
But this careful framework of regulations designed to safeguard the health of pregnant women and provide financial pro-tection during pregnancy often does not work for pregnant prostitutes, as the overwhelming majority of prostitutes are not in contractually regulated employment [39] . The Maternity Protection Act does not apply to self-employed women or housewives.
Social protection
Pregnant women with medically unremarkable pregnancies are considered fit for work as defined in Book II of the Social Insurance Code (SGB II) (basic provisions for jobseekers) and Book III of the Social Insurance Code (SGB III) (promotion of employment). According to Book XII of the Social Insurance Code (SGB XII), the purpose of social welfare payments is to allow persons entitled to these benefits to lead a life which is commensurate with their human dignity. But social welfare payments are secondary to other means of income and other entitlements to benefits, even in EU law. Social welfare payments as defined in SGB XII can also include maintenance support, basic support in the event of reduced earning capacity and support for health, in pregnancy and in early motherhood as well as support in special circumstances, if this support is applied for and the conditions of need defined in the Act are met. Section 23 states the conditions regulating the payment of welfare benefits to non-German residents. Some women working as prostitutes have health insurance coverage and statutory or private health insurance (SGB V) from some other form of employment. In some cases, the expectant mother is entitled to antenatal care as defined in the Maternity Guidelines of the Federal Joint Committee and may receive maternity benefits in accordance with the guidelines of her respective health insurance company.
The role of the gynecologist Physicians, specifically gynecologists, play a key role in ensuring that expectant mothers are protected, and the key role of physicians is set out in the statutory regulations. Physicians are not just responsible for ascertaining the pregnancy and caring for the expectant mother as outlined in the Maternity Guidelines but are also responsible for certifying any pregnancy-related incapacity for work or imposing individual bans on employment. The physicianʼs knowledge of pregnant womenʼs right to claim welfare benefits and their knowledge of counselling services not otherwise known to pregnant women (see below) [40] and the passing on of this information to expectant mothers is equally importantparticularly for women not covered by standard statutory health regulations and women with limited health literacy.
Responsibilities of public health services
The Infection Protection Act (IfSG) of 2001 describes the care responsibilities of the public health services with regard to prostitution. The guiding principle of the IfSG -"prevention through education"fundamentally changed the way in which public health authorities worked. They now offer voluntary counselling to target groups. Counselling may also be offered through proactively seeking out a target group (e.g. street work). In recent years, the number of contacts between the public health authorities and prostitutes and the frequency in which prostitutes were contacted decreased significantly, possibly because counselling was offered on a voluntary basis. The new Prostitute Protection Act passed by compliance with the provision of the Maternity Protection Act is monitored by the respective regional councils.
the Bundestag on July 7th, 2016, was expanded from 3 to 38 paragraphs compared to the Act of 2002. It has introduced a number of new provisions which also affect the public health authorities. In addition to the obligation for prostitutes to register, the new Act also includes compulsory annual health counselling (to be provided by the local public health department or other yet to be named institutions) and the protection of health and safety by the requirement that facilities and persons involved in facilitating the sex trade must comply with certain minimum standards. Advice offered during counselling is based on the premise that prostitution is associated with significant health risks and is a physically and psychologically demanding occupation, even more so when the affected woman is pregnant.
Current services provided by health departments include lowthreshold, free and, if requested, anonymous counselling on sexually transmitted diseases, on other health-related, medical and social aspects and information on the help that is available. The counselling provided to pregnant women in the context of the Pregnancy Conflicts Act (SchKG) is very important. Payments to pregnant women disbursed in the context of the SchKG depend on an entitlement to benefits under SGB XII, SGB II and III described above and on the entitlement to benefits under the Asylum Seekersʼ Benefits Act (AsylbLG) or grants received under the Federal Training Assistance Act (BAföG).
The current responsibility of public health departments to provide care to pregnant women who provide sexual services (prostitution) aims to prevent sexually transmitted diseases and provide independent counselling, usually by offering an overview of the specific counselling and support services available in the respective locality. These responsibilities will have to be reorganized once the new Prostitute Protection Act, which was passed by the Bundestag on July 7th, 2016 and does not require the approval of the Bundesrat, comes into force on July 1st, 2017. In addition to the compulsory wearing of condoms, the new Act includes a ban on any advertising which promotes intercourse with pregnant women.
Discussion
It has become clear that little is known about pregnancies which occur in the context of prostitution, even though around 400 000 women work as prostitutes in Germany alone (and the number of unreported women is estimated to be high) [41] . Similarly, concrete data on the incidence of pregnancies and abortions is also lacking.
Inadequate hygienic conditions, violence, a milieu of drugs and alcohol, indebtedness, lack of knowledge about programs of medical and social support or programs helping women to leave prostitution provided by various organizations (public departments, professional information services run by not-for-profit welfare institutions, self-help organizations) place a particularly heavy burden on pregnant women. The resulting risks affect the pregnant woman and the health and development of her child, both in utero and post partum. Because this issue has not been adequately investigated in scientific studies and the literature, the risks cannot be properly quantified or linked to individual stages of pregnancy. This is the setting in which the present study has attempted to give an approximate assessment. Despite the inherent limitations, this synopsis of the risk factors and environmental conditions commonly found in the context of prostitution which may constitute a threat to the pregnancy shows the high potential risks.
Lack of scientific data
The number of unreported cases is high, and there is a high degree of inter-individual variation, but it is assumed that violence, which can take many forms, is common in the context of prostitution. Studies have suggested that there is an increased risk of preterm delivery, miscarriage, and pregnancy and obstetric complications when the mother is exposed to violence (sexual, physical and/or psychological violence) during pregnancy. Women working as prostitutes are subject to additional risky conditions. The cumulative effect on the pregnancy of the different aspects which have been individually identified as risk factors for mother and child is unknown.
Systematic studies which could be used for evidence-based health promotion are lacking. When the Prostitute Protection Act comes into force, and with it the obligation for prostitutes to be registered, this could lead to more support for relevant healthcare studies which could address the existing scientific lack of information and offer a starting point and an opportunity to collect more data in future.
Deficits in the protection of mother and child
In the workplace pregnant women are protected by occupational medical care and maternity protection laws (MuSchG, MuSch-ArbV). If a pregnant woman falls ill, her general practitioner or gynecologist can certify that she is unable to work. If there are hazards at her place of work which have not yet caused her to fall ill, the Maternity Protection Act means that she may be issued with a ban on carrying out certain types of work, which will depend on the individual circumstances and her level of exposure as certified by a physician. In cases of particular risk (e.g. very high noise levels, smoke, extreme work postures), Article 4 of the Maternity Protection Act additionally stipulates a general ban on working. But both individual and general prohibitions on working issued in the context of the Maternity Protection Act will only result in a socially and financially secure situation for expectant mothers if they have contractually regulated terms of employment. Women who are self-employed generally have no such protection against this loss of income. Contrary to the desired effect of protecting mother and child a prohibition on working may represent an additional risk, particularly for women in adverse socio-economic circumstances. This may be the reason why in Central Europe the concept of issuing a general prohibition preventing women who are pregnant from working as prostitutes is still very controversial.
This means that measures to improve the situation and provide a secure means of subsistence for expectant women are an indispensable part of promoting a good pregnancy, particularly when the pregnant woman is self-employed.
Currently the regulations on the right to claim welfare benefits because of poverty offer opportunities to improve the situation of these women. The gynecologistʼs assessment of an individual situation as so risky that the individual should be banned from working could be supported by the offer of welfare benefits which would provide the pregnant woman with a means of subsistence. The pregnancy counselling services of health departments or notfor-profit welfare institutions have specific information which can make it easier to obtain the appropriate benefits. At the same time these counselling centers can provide individual and anonymous counselling on a number of very different issues which can range from support in maintaining a pregnancy to information on different types of contraception.
In all of these cases, the physician or gynecologist represents an important link. The social security system has the task of creating suitable conditions in which medically indicated measures to combat risk factors can be implemented and treatment, care and support is provided to vulnerable women.
Uniform standard of health protection during pregnancy
Section 5 of the Prostitute Protection Act stipulates that a certificate of registration required to work as a prostitute cannot be issued if the person is under the age of 18 and if the woman is pregnant with just six weeks to delivery when she registers. This is intended as a form of protection. The authorities issuing the certificate are entitled and obliged to ask the women coming to be registered whether they are pregnant. The information given by the women must be true. The reason given for asking these questions is "the existing unjustifiable risk to the well-being of the as yet unborn child typically associated with working as a prostitute, for example due to the possibility of the increased exposure to specific risks of infection as well as to the specific physical and psychological stresses and unhealthy working hours which commonly accompany the profession" [1] . The analogous regulations of the Maternity Protection Act are expressly cited with the added pointer thatas most prostitutes do not ply their profession as contractually regulated employeesit is not sufficient to simply refer to the protective terms of the Maternity Protection Act. A separate incorporation of specific protections in the Prostitute Protection Act would be necessary to achieve the requisite and desired protections. But given the fact that there is an interval of 2 years between the requirement to register and the obligation to attend the annual counselling session, the scope of the protection offered remains limited. For individual women exposed to risky situations, the safeguarding provisions covering the six weeks before the birth are likely to be too narrow, as, for example, sexual violence can have a negative impact on the health of mother and child over the entire duration of the pregnancy. The potential protective effects of the Maternity Protection Act go significantly further than the regulations of the Prostitute Protection Act [36] . In particular, they also cover the issue of the financial protection of pregnant women. A revision of the laws on maternity protection will be needed to achieve the goal of a uniform standard of health protection during pregnancy, postpartum and during the period of breastfeeding [42] .
The urgent challenge for health and social policies will be to create analogous protective regulations which provide a corresponding level of protection and systematic support of mother and child to those pregnant women for whom the existing maternity protection, which is limited to women with regular employment, does not apply. This would also cover the majority of women working as prostitutes.
The commitment to more far-reaching healthcare policies is justified, not least by the fact that preterm birth is one of the most significant risk factors for neonatal mortality, morbidity and longterm disabilities. In an international comparison of the rates of preterm births in the WHO report on preterm births Germany was only in 106th place out of 193 [43] ,
Improvement of prenatal care
The provisions of the Maternity Protection Act or of social security systems generally assume that the pregnant woman knows about the available support and the existing regulations and knows how to access support. This is precisely where there are significant deficits, not least because, increasingly, it is adults (or, illegally, adolescents) with an immigrant background who are becoming involved in prostitution, and most have insufficient language skills and little understanding of the German healthcare system. Moreover, affected women additionally anticipate meeting with resentment which can act as an additional barrier to access. In this context, antenatal care offers a special opportunity in the form of target-group-specific low-threshold counselling for problem groups offering access to a confidential space providing protection and support for mother and child and access to the necessary information. The field of gynecology which aims to advancing female health could work together with other health professions or counselling services to integrate such offers of low-threshold access.
If the health benefits of regular antenatal care and protective regulations are to offer a problem group, which in many cases has no legal claims to such care, the same effective protection as the existing legal maternity provisions, policies to support and protect pregnancy and maternity will need to be incorporated separately, either in the Prostitute Protection Act itself or in a special expansion of the Maternity Protection Act. At present, health insurance and welfare benefits provide only a limited framework of care which is not available to everyone.
Conclusions
The association between certain factors which constitute risks for pregnancy and which also typically occur in the environment in which sexual services are provided and the increased risk of preterm birth, miscarriage and pregnancy and obstetric complications is well known. But information is lacking, both in Germany and internationally, about the risks for pregnancies and their outcomes which result specifically from prostitution. But this information is necessary to be able to customize health-promoting measures to the actual requirements of mother and child. The onus is on the legislators to provide support to build up our knowledge and create suitable conditions for effective measures based on the existing regulations of the Maternity Protection Actwhich will protect those mothers and children whose needs are only partially addressed by the current legislation and regula-tions on maternity care and the existing support during pregnancy.
According to the provisions of the Prostitute Protection Act passed in 2016, prostitutes will, in future, be obliged to attend an annual health counseling session provided by the local department of health or other yet to be designated institutions. Counsellors should include gynecologists; their services should be directly available to affected women and/or institutions should be able to direct women to gynecologists. While in the case of pregnant women the reason for the visit to a gynecologist and thus the particular vulnerability of these women is clear, in other cases the indications that a pregnant woman is working as a prostitute can otherwise only be deduced following a detailed investigation of the womanʼs social circumstances and activities [40] . Alcohol and drug abuse, repeated infections or trauma from inflicted violence can offer clues and an entry point for more in-depth confidential communications. In the current environment, the physician, in particular the gynecologist, plays a central role in protecting pregnant prostitutes: 1. through an assessment of the pregnant womanʼs individual risk, 2. as a counsellor suggesting protective solutions, and 3. as an intermediary providing information on related social security benefits.
This requires gynecologists to know about these solutions and benefits and could be facilitated by a network which would include different social counselling agencies.
